The epidemiological evidence for a dose-response relationship between magnesium intake and risk of type 2 diabetes mellitus (T2D) is sparse. The aim of the study was to summarize the evidence for the association of dietary magnesium intake with risk of T2D and evaluate the dose-response relationship. We conducted a systematic review and meta-analysis of prospective cohort studies that reported dietary magnesium intake and risk of incident T2D. We identified relevant studies by searching major scientific literature databases and grey literature resources from their inception to February 2016. We included cohort studies that provided risk ratios, i.e., relative risks (RRs), odds ratios (ORs) or hazard ratios (HRs), for T2D. Linear dose-response relationships were assessed using random-effects meta-regression. Potential nonlinear associations were evaluated using restricted cubic splines. A total of 25 studies met the eligibility criteria. These studies comprised 637,922 individuals including 26,828 with a T2D diagnosis. Compared with the lowest magnesium consumption group in the population, the risk of T2D was reduced by 17% across all the studies; 19% in women and 16% in men. A statistically significant linear dose-response relationship was found between incremental magnesium intake and T2D risk. After adjusting for age and body mass index, the risk of T2D incidence was reduced by 8%-13% for per 100 mg/day increment in dietary magnesium intake. There was no evidence to support a nonlinear dose-response relationship between dietary magnesium intake and T2D risk. The combined data supports a role for magnesium in reducing risk of T2D, with a statistically significant linear dose-response pattern within the reference dose range of dietary intake among Asian and US populations. The evidence from Europe and black people is limited and more prospective studies are needed for the two subgroups.
Introduction
Type 2 diabetes mellitus (T2D) represents a growing public health burden across the world and is a leading cause of death. In 2013, an estimated 340 million people worldwide had T2D and this number is expected to increase to 400 million or more by 2030 [1, 2] . Obesity and diet are widely believed to play an important role in the development of T2D [3, 4] . Magnesium is the most abundant divalent intracellular cation, the second most abundant cellular ion next to potassium and the fourth cation in general in the human body. Of the 21-28 g of magnesium present in the adult human body, 99% is distributed in the intracellular compartment, and only 1% in the extracellular fluid [5] . Magnesium has received considerable interest for its potential in improving insulin sensitivity and preventing diabetes [6] [7] [8] [9] . T2D is often accompanied by altered magnesium status. An increased prevalence of magnesium deficit has been identified in T2D patients, especially in those with poorly controlled glycemic profiles, longer duration of disease and the presence of micro-and macro-vascular chronic complications [10] [11] [12] . A number of prospective cohort studies of magnesium intake and diabetes incidence have been conducted [7, [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] and statistically significant negative associations between magnesium intake and risk of T2D were reported in previous meta-analyses [25] [26] [27] . However, these meta-analyses did not examine whether the association was confounded by other established risk factors such as being overweight and other factors highly associated with magnesium intake, such as amount of cereal fiber, and whether the relationship is linear.
During the past few years, the number of studies on this topic has increased. With mounting evidence, we conducted a meta-analysis of prospective cohort studies for the following purpose: (1) to update the epidemiological evidence on the association between magnesium intake and T2D risk; (2) to evaluate the association according to characteristics of study designs and population; and (3) to examine the linear and nonlinear dose-response pattern of magnesium intake and T2D risk.
Materials and Methods
The protocol for this systematic review was registered in the PROSPERO database of prospectively registered systematic reviews in February 2016 (www.crd.york.ac.uk/PROSPERO; CRD42016033519). The completed review conforms to the standard criteria PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analysis) and MOOSE (Meta-analysis of Observational Studies in Epidemiology) [28, 29] .
Data Sources and Searches
We conducted a systematic review for all population-based studies that evaluated the association of magnesium intake with T2D. We searched Pubmed (http://www.ncbi.nlm.nih.gov/), Web of Science (http://webofscience.com/), ScienceDirect (http://www.sciencedirect.com/) and China Knowledge Resource Integrated Database (http://oversea.cnki.net/kns55/default.aspx) and the Cochrane Library (http://www.cochranelibrary.com/) from their inception to 29 February, 2016 . The later cut-off date to 30 June 2016 was subsequently revised to include the latest published studies. To avoid publication bias, we also used the National Library of Medicine Gateway (https://gateway.nlm.nih.gov/), Virtual Health Library (http://pesquisa.bvsalud.org/portal/), the System for Information on Grey Literature in Europe (http://www.opengrey.eu/), the National Academic Research and Collaborations Information System (http://www.narcis.nl/?Language=en) and Grey Literature Report (www.greylit.org) to find potential unpublished relevant studies. Key search terms included magnesium intake, type 2 diabetes, diabetes mellitus, prospective study, longitudinal study, cohort study, and nested case-control study, combined with incidence or risk. These searches were supplemented by hand-searching of the reference lists of identified research articles or relevant reviews. No language restrictions were imposed.
Inclusion Criteria
We only included original research in this meta-analysis. Reviews, editorials, commentaries and letters were not eligible. All population-based cohort studies (including nested case-control studies) were included if they fulfilled the following criteria: (1) had a prospective study design; (2) the doses of magnesium intake (dietary and supplemental) were reported; (3) the endpoint of interest was incidence of T2D; (4) the risk ratio was reported such as relative risk (RR), odds ratio (OR) or hazard ratio (HR), as well as the associated 95% confidence interval (CI) or other data to estimate the variance or accuracy (standard deviation or standard error) were reported; (5) the risk assessment had to be adjusted for potential confounding factors or by other forms of standardization (if applicable). For multiple studies using the same population, only the study with the largest number of events or with adjustment for additional potential confounders was included. Studies were excluded if they: (1) focused on the populations with disrupted mineral homeostasis (such as patients with heart failure or kidney disease); (2) were narrative reviews, editorial papers, methodological papers, experimental studies, case control or cross-sectional; (3) assessed type 1 diabetes; (4) identified a dietary pattern that did not fit into healthy or unhealthy dietary pattern categories; (5) evaluated magnesium only in drinking water or had no reliable magnesium estimates. For included studies only in abstract form, we tried to contact authors to obtain the necessary estimates or risks and relevant accuracy.
Quality Assessment and Data Extraction
Computerized bibliographic searches of pre-determined literature databases used an optimized version of the Cochrane Collaboration search strategy [30] . Three investigators (X.F., C.L. and M.L.) screened all the identified titles and abstracts for relevance (n = 2858). Full papers were downloaded for all the abstracts judged potentially relevant (n = 60). No new studies were identified among the cited references of all included articles. Of 60 full-text articles reviewed independently, we excluded 35 studies for the following reasons: they were not prospective studies (n = 14); outcomes were not T2D (n = 9); did not report dietary magnesium (n = 7); did not assess the risk (n = 3); or duplicated another study (n = 1). All papers identified through the screening process were assessed for relevance independently by two investigators (C.L. and M.L.) using standardized study assessment and a sorting form. The studies were evaluated and scored based on the guidelines adapted from the tools for assessing quality and susceptibility to bias in observational studies in epidemiology [31] . Inter-rater agreement was substantial (Cohen κ > 0.6) [32] . No studies were excluded by the quality assessment. In total, 25 studies met the inclusion criteria and were included in the meta-analysis.
Full papers were obtained for all abstracts judged potentially relevant. Data extraction was conducted independently by two investigators (X.F. and M.L.) with the use of a standardized electronic form in Microsoft Excel. The following data were extracted from each study: first author's surname; study design; location; year the study started, finished and was published; age; sex; ethnicity; sample size (number of those with T2D and the total number of participants); diseases present at baseline (hypertension or hypercholesterolemia, etc.); magnesium intake modes (dietary or supplemental) and dose; as well as covariates adjusted for in the multivariable analysis. For magnesium intake, data on assessment method used (food frequency questionnaire, dietary recall, other) and whether the data were energy-adjusted (yes, no) were obtained. For each study, the median magnesium intake for each quantile (tertile, quartile or quintile) of magnesium intake was assigned as the representative dose. When the median intake per quantile was not provided, we assigned the midpoint of lower and upper boundaries in each quantile as the average intake. If the lower or upper boundary for the lowest or highest quantile, respectively, was not reported, we assumed that the boundary has the same amplitude as the closest quantile. The increment of dietary magnesium intake was calculated as the difference between the representative dose of the higher quantiles and the representative dose of the control quantile.
For each dose quantile, we extracted RR, OR or HR with their measure of uncertainty (standard error) or variance (95% CI). Risk estimates for continuous exposure were also extracted. If estimates were presented for more than one multivariate model, we only extracted estimates from the model maximally adjusted for potential confounding variables to ensure a conservative conclusion. Because there are studies based on the same cohort but conducted at different times, they shared the T2D patients. When we calculated the total participants and T2D cases, we only used the studies with the largest numbers.
Statistical Analysis
We used OR and HR as RR in our pooled analysis because when event rates are small, the OR, HR and RR approximate one another [33] . We estimated a pooled risk with 95% CI for a 100 mg/day increase in daily magnesium intake for the studies. To maximize all the data for calculating the pooled dose-response, the restricted maximum likelihood (REML) approach proposed by Harbord [34] , which provides improved estimation of the between-study variance, was used to compute the linear trend of the log transformed risk estimates across magnesium intake doses. We also performed subgroup analysis by level of magnesium intake increment, sex, geographic area and adjustment. The Higgins's I 2 statistic, a quantitative measure of inconsistency, was calculated to evaluate the statistical heterogeneity across the studies [35] . I 2 > 30% was considered as at least moderate heterogeneity. In view of substantial heterogeneity being detected, we presented the pooled estimates based on the random-effects model.
Potential publication bias was assessed by Egger's test [36] . Because the sample sizes of reference groups and comparative groups were balanced in all the studies, we used Harbord's modification to Egger's test to reduce the false-positive rate [37] . The results were also confirmed by Begg's test [38] and Peters's test [39] .
Potential nonlinear associations were assessed using restricted cubic splines; we used four knots at fixed percentiles 5%, 35%, 65% and 95% of the distribution [40] . The study-specific estimates were pooled by using the REML method in a random-effects meta-analysis [41] .
We also conducted a sensitivity analysis to investigate the influence of a single study on the overall risk estimate by dropping one study in each turn. We performed all analyses in Stata (version 14.1; Stata Corp., College Station, TX, USA). A p value < 0.05 was considered statistically significant, except where otherwise specified.
Results

Eligible Studies and Characteristics
Our literature search identified 25 studies from 17 cohorts that met the eligibility criteria ( Figure 1 ). These studies were published between 1997 and 2014 and comprised 637,922 individuals and 26,828 T2D cases after excluding duplicated cohorts (Table 1) . There were 16 studies conducted in the U.S. (including Hawaii), two in Europe (Italy and Germany), and seven in Asia (five in Japan and two in China). Studies treated dietary calcium [42] [43] [44] , red/processed meat [45, 46] , whole grain [47] , fiber [14, 15, 48] , vitamin D [43, 44] , carbohydrates [14] , coffee [49] or glycemic load [15, 48, 50] as main exposures, but also reported dietary magnesium intakes which were included in our meta-analysis. The main endpoints of two studies were impaired insulin metabolism [7] and insulin resistance [22] , but both studies also reported the incidence of T2D. Participants were predominately middle-aged at baseline, with a mean age of 51.2 years and a mean BMI of 25.0 kg/m 2 across the studies. The length of the follow-up period ranged from four to 20 years.
Dietary intake of magnesium was evaluated by food frequency questionnaires (FFQs) in all the studies and 13 studies indicated that the questionnaires were validated. The median magnesium intake of the different dose groups ranged from 115 mg/day in U.S. black women [18] (much lower than the US Recommended Dietary Allowance of 400 mg/day for men and 310 magnesium for women >30 years [51] ) to 478 mg/day in a U.S. population [22] . T2D was ascertained by self-report and 21 studies indicated that the self-reported diagnoses were validated.
For the 16 studies with the magnesium as the main exposure, although the degree of covariate and confounder adjustment varied in the multivariate models, most studies adjusted for age, body mass index (BMI), total energy intake, smoking, physical activity, family history of diabetes and hypertension; fewer studies adjusted for intake of calcium or other nutrition supplement and education attainment. For the nine studies with other nutrients as main exposure, only crude RRs were extracted. 
Dietary Magnesium Intake and Type 2 Diabetes Mellitus (T2D) Incidence
We divided the increment of dietary magnesium intake into four categories, i.e., <50 mg/day, 50-99 mg/day, 100-149 mg/day and ≥150 mg/day, by subtracting the reference doses from the compared doses. Heterogeneity was found by Higgins's test, with I 2 = 73.3% (p < 0.001) for all compared doses, and 67.2% (p < 0.001), 75.0% (p < 0.001), 52.3% (p = 0.005) and 54.5% (p = 0.031) for four increment categories, respectively. However, the approximately symmetric funnel plot of all but four doses suggests a moderate homogeneity among the studies (Figure 2 
We divided the increment of dietary magnesium intake into four categories, i.e., <50 mg/day, 50-99 mg/day, 100-149 mg/day and ≥150 mg/day, by subtracting the reference doses from the compared doses. Heterogeneity was found by Higgins's test, with I 2 = 73.3% (p < 0.001) for all compared doses, and 67.2% (p < 0.001), 75.0% (p < 0.001), 52.3% (p = 0.005) and 54.5% (p = 0.031) for four increment categories, respectively. However, the approximately symmetric funnel plot of all but four doses suggests a moderate homogeneity among the studies (Figure 2 ). Although there is evidence of publication bias among all compared doses for Egger's test (p = 0.002), Begg's, Harbord's and Peters's tests show no evidence of publication bias (p = 0.170, 0.401 and 0.105, respectively). 
We divided the increment of dietary magnesium intake into four categories, i.e., <50 mg/day, 50-99 mg/day, 100-149 mg/day and ≥150 mg/day, by subtracting the reference doses from the compared doses. Heterogeneity was found by Higgins's test, with I 2 = 73.3% (p < 0.001) for all compared doses, and 67.2% (p < 0.001), 75.0% (p < 0.001), 52.3% (p = 0.005) and 54.5% (p = 0.031) for four increment categories, respectively. However, the approximately symmetric funnel plot of all but four doses suggests a moderate homogeneity among the studies (Figure 2 ). Although there is evidence of publication bias among all compared doses for Egger's test (p = 0.002), Begg's, Harbord's and Peters's tests show no evidence of publication bias (p = 0.170, 0.401 and 0.105, respectively). The overall combined RR for T2D incidence is 0.83 (95% CI: 0.80, 0.86; p < 0.001) for all compared doses. The results of subgroup analysis are presented in Table 2 . A statistically significant negative association between dietary magnesium and risk of T2D incidence was observed across sexes and the pooled RRs are 0.81 (95% CI: 0.77, 0.86) for women, 0.84 (95% CI: 0.80, 0.88) for men, and 0.85 (95% CI: 0.78, 0.94) for the studies that only reported sex-combined risk estimates. The association was statistically significant in all the study areas and the largest magnitude association was found among U.S. studies (pooled RR = 0.82 in U.S. vs. 0.86 in Europe and 0.85 in Asia), compared with the unadjusted associations (pooled RR = 0.81; 95% CI: 0.74, 0.88), with lower magnitude after adjustment (pooled RR = 0.83; 95% CI: 0.81, 0.86). Two studies investigated the association specially in black people and showed a statistically significant association (pooled RR = 0.82; 95% CI: 0.71, 0.94), however, it seems this is mainly observed among black women [18] rather than black men [13] . The dose-category-specific pooled RRs for T2D incidence from the included studies are shown in Figure 3a -d, which are 0.88 (95% CI: 0.85, 0.92), 0.81 (95% CI: 0.76, 0.86), 0.77 (95% CI: 0.70, 0.83) and 0.72 (95% CI: 0.61, 0.84) for increment <50 mg/day, 50-99 mg/day, 100-149 mg/day and ≥150 mg/day, respectively. In general, the RR decreases 4% to 7% per 50 mg/day increment (equivalent to 8% to 14% per 100 mg/day increment) in dietary magnesium intake.
Linear Dose-Response Relationship
After adjusting for age and BMI in random-effects meta-regression models, a statistically significant linear dose-response relationship between incremental dietary magnesium intake and T2D incidence was found across all the studies (see Table 3 and Figure 4 ). The RRs (95% CI) for the association of a 100 mg/day increment in dietary magnesium intake with T2D incidence are 0.92 (95% CI: 0.85, 0.99) and 0.88 (0.80, 0.97) for including and excluding one extreme dose, respectively. The statistically significant linear dose-response relationship was also found for men (RR = 0.87; 95% CI: 0.77, 0.98) but not for women (RR = 0.88; 95% CI = 0.76, 1.02). Regarding study areas, significantly linear dose-response relationship was only found in Asia (RR = 0.87; 95% CI: 0.77, 0.98). No significant linear dose-response relationship was found in black people (RR = 0.75; 95% CI = 0.23, 2.41). . Dose-response relationship between risk of T2D incidence and incremental dietary magnesium intake (excluding one extreme dose). The size of the bubble reflects the study-specific analytical weight, i.e., the inverse of the variance.
In general, the risk of T2D incidence decreases by 8% (across all studies) to 13% (in the Asian population) per 100 mg/day increment in dietary magnesium intake, which is consistent with the result from dose-category-specific analysis. . Dose-response relationship between risk of T2D incidence and incremental dietary magnesium intake (excluding one extreme dose). The size of the bubble reflects the study-specific analytical weight, i.e., the inverse of the variance.
In general, the risk of T2D incidence decreases by 8% (across all studies) to 13% (in the Asian population) per 100 mg/day increment in dietary magnesium intake, which is consistent with the result from dose-category-specific analysis.
Nonlinear Dose-Response Relationship
We found no evidence of nonlinear associations between dietary magnesium intake and T2D incidence across all the studies with (p = 0.665) or without (p = 0.980) one extreme dose ( Figure 5 ), adjusting for age and BMI. For subgroup analysis, no evidence of nonlinear association was found for women (p = 0.637), men (p = 0.790), sex-combined (p = 0.987), black people (p = 0.787), U.S. population (p = 0.686), Asian population (p = 0.519), adjusted RRs (p = 0.663) and crude RRs (p = 0.250), which suggested that pooling the dose-response estimates from linear trend estimation for dietary magnesium intake and T2D incidence was appropriate. Because of insufficient dose observations, no nonlinear association was evaluated for European studies.
We found no evidence of nonlinear associations between dietary magnesium intake and T2D incidence across all the studies with (p = 0.665) or without (p = 0.980) one extreme dose ( Figure 5 ), adjusting for age and BMI. For subgroup analysis, no evidence of nonlinear association was found for women (p = 0.637), men (p = 0.790), sex-combined (p = 0.987), black people (p = 0.787), U.S. population (p = 0.686), Asian population (p = 0.519), adjusted RRs (p = 0.663) and crude RRs (p = 0.250), which suggested that pooling the dose-response estimates from linear trend estimation for dietary magnesium intake and T2D incidence was appropriate. Because of insufficient dose observations, no nonlinear association was evaluated for European studies. 
Sensitivity Analysis
Regarding the combined risk of T2D incidence for all studies, the sensitivity analysis omitting one study at a time yielded statistically significant RRs within a very narrow range from 0. The sensitivity analyses for linear and nonlinear dose-response relationships between incremental dietary magnesium intake and the risk of T2D incidence show similar results. The RRs of linear dose-response relationship across all the studies are statistically significant and range from 0.88 (95% CI: 0.80, 0.97) to 0.93 (95% CI: 0.87, 1.00) when omitting one study at a time. The p-values for a nonlinear dose-response relationship across all studies range from 0.52 to 0.96 when omitting one study at a time. The results for subgroup analysis also change little except for European studies and black people (data not show). Overall, the results from sensitivity analyses indicate the robustness of our findings.
Discussion
This meta-analysis of 25 prospective studies showed a statistically significant negative association between dietary magnesium intake and T2D incidence. Compared with the lowest dietary magnesium consumption groups in the populations, the risk of T2D could be reduced by 19% in women and 16% in men ( Table 2 ). The largest reduction of risk was observed for the U.S. population (18%). A statistically significant linear dose-response relationship was found between incremental Figure 5 . Examination of nonlinear association between increment in dietary magnesium intake and risk of T2D incidence by random-effects model with the use of restricted cubic splines.
Sensitivity Analysis
Regarding the combined risk of T2D incidence for all studies, the sensitivity analysis omitting one study at a time yielded statistically significant RRs within a very narrow range from 0. 
Discussion
This meta-analysis of 25 prospective studies showed a statistically significant negative association between dietary magnesium intake and T2D incidence. Compared with the lowest dietary magnesium consumption groups in the populations, the risk of T2D could be reduced by 19% in women and 16% in men ( Table 2 ). The largest reduction of risk was observed for the U.S. population (18%). A statistically significant linear dose-response relationship was found between incremental dietary magnesium intake and T2D incidence across all the studies, in male and Asian populations, adjusting for age and BMI. The risk of T2D was associated with a reduction of 8%-13% per 100 g/day increment in dietary magnesium intake. After adjusting for age and BMI, we did not find a statistically significant nonlinear dose-response relationship of incremental dietary magnesium intake with T2D risk.
The present systematic review, which includes a total of 637,922 participants and 26,828 T2D cases, provides the most robust evidence to date of the linear dose-response relationship between incremental dietary magnesium intake across its physiological range and risk of T2D.
Dose-Response Association of Dietary Magnesium Intake with T2D Incidence
A putative protective effect of magnesium intake against T2D incidence has been reported previously [13, 14] . The negative association between magnesium intake and T2D incidence is biologically plausible and may be partially explained by its influence on glucose metabolism, insulin sensitivity and insulin action [5, 6] . However, there is no conclusive evidence for the beneficial dose of dietary magnesium. For example, a meta-analysis indicated that 300 mg/day of magnesium intake was the essential dose for preventing T2D [27] . A cross-sectional study concluded that more than 300 mg/day of magnesium intake might not improve insulin sensitivity and have no influence [55] . Evidence from a prospective study showed that increased intake of magnesium might provide more benefit to participants with magnesium deficiency, as magnesium deficiency and hypomagnesaemia have been associated with the development of insulin resistance [18] . Meta-analyses of magnesium supplementation have also revealed conflicting results. A review including 12 randomized controlled trials (RCTs) assessing the efficacy of magnesium supplementation on insulin sensitivity and glucose levels included studies yielding inconsistent results [56] . However, concerning the effect of dietary magnesium intake on T2D incidence, the previous meta-analyses appeared to reach a consensus [19, 25, 27] . A meta-analysis of eight cohort studies showed a significant negative association (RR = 0.77; 95% CI: 0.72, 0.84). Another meta-analysis of 13 prospective cohort studies detected a significant negative association between magnesium intake and risk of T2D (RR = 0.78; 95% CI: 0.73, 0.84). A more recent meta-analysis with a total of 539,735 participants and 25,252 incident diabetes cases also indicated that magnesium intake was associated with a significant lower risk of T2D (RR = 0.77; 95% CI: 0.71, 0.82). However, there is less conclusive evidence of dose-response relationship between dietary magnesium intake and risk of T2D incidence [26] . By combining results of seven cohort studies, Larsson et al. observed a statistically significant lower risk of T2D for 100 mg/day increase in magnesium intake (RR = 0.85; 95% CI: 0.79, 0.92). Dong et al. also found a linear dose-response relationship for every 100 mg/day increment in magnesium intake (RR = 0.86; 95% CI: 0.82, 0.89) [25] . In contrast, a nonlinear relationship (p = 0.003) between magnesium intake and type 2 diabetes was reported by Xu et al. [27] .
Our meta-analysis with a larger number of people with T2D did support existence of a statistically significant linear dose-response relationship between increased dose of dietary magnesium intake and T2D incidence among all the participants, especially in males and in Asian populations. In addition, we found no evidence of nonlinear associations between dietary magnesium intake and T2D incidence across all the studies (p = 0.665). The magnitude of the effect for 100 mg/day increment in magnesium intake in this meta-analysis (8%-13% reduction in risk of T2D) is comparable to those from other meta-analyses (8%-21% reduction in risk of T2D).
The discrepant findings between women and men might be due to the influence of other factors than magnesium intake. For example, the influence of magnesium on T2D incidence in women may be potentially attenuated by changed endogenous sex hormones in postmenopausal women [57, 58] ; which could accelerate T2D development and counteract the potentially protective influence of magnesium. The discrepancy between the Asian population and non-Asian population needs further research. However, because of the limited number of the included studies in Europe, the discrepancy may have been accidental and a chance finding cannot be ruled out.
It should be noted that our sensitivity analysis revealed robust associations for linear and nonlinear dose-response analyses among all the participants.
Implication for Practice
Magnesium is mainly consumed through diet, and low magnesium consumption is common worldwide. It has been estimated that magnesium intake in a normal Western diet is often inadequate for the body's needs; in the United States, 67% of women and 64% of men consume inadequate amounts of magnesium [59] . For people aged more than 30, the recommended dietary allowance (RDA) of magnesium for men and women is 350 mg/day and 420 mg/day, respectively [51] . On the basis of the studies we have reviewed, current evidence from population-based prospective cohort studies support the recommendation for increasing dietary magnesium intake.
Strengths and Limitations
The population-based evidence on whether increased magnesium intake may reduce T2D incidence is still sparse. To our knowledge, this study is the largest meta-analysis that investigated the dose-response relationship between dietary magnesium intake and T2D risk. It has several strengths. First, our data providing a systematic review of prospective studies represent the best available evidence of how dietary magnesium intake may influence risk of T2D incidence. Because of the lagged and cumulative effects of exposure on outcome of chronic diseases, the dose-response relationship without reversed causality would be revealed only by prospective studies rather than cross-sectional or retrospective studies. In addition, the prospective studies also minimized recall and selection bias. Second, by combining all available doses in included studies across a wide range of exposure, we increased the validity of the dose-response estimates. Our studies included 141 dietary magnesium doses and 108 risk estimates, which enabled us to estimate both linear and nonlinear dose-response relationship with a high statistical power. Third, age and BMI were adjusted for in our meta-regression model and stratified analyses were used for sex, study areas and adjustment, which reduced the potential confounding from demographic and other factors. Furthermore, the random-effects model considered the heterogeneity among studies, which resulted in a relatively conservative conclusion rather than an exaggerated one.
However, some limitations warrant consideration. First, although the majority of the studies adjusted for known risk factors for T2D incidence, such as age, BMI, smoking status, education, physical activity level and alcohol consumption, we could only retrieve age and BMI for all the studies and adjust only for them in our final model. The possible bias from residual confounders remained. Subgroup analyses that distinguish the studies with and without adjustment for these confounders would be informative. For example, we conducted the subgroup analysis for the studies adjusting for intake of cereal fiber; however, the overall RRs changed little, which were 0.892 (95% CI: 0.834, 0.954) and 0.916 (95% CI: 0.852, 0.985) for adjusted and unadjusted studies, respectively. Second, the magnesium intake in these studies were only assessed by FFQ, which do not capture the magnesium intake from drinking water and nutritional supplementation, and thereby might underestimate total magnesium intake and result in potential misclassification. However, the misclassification would most likely lead to an underestimated association. Third, influence of other nutrients or dietary components such as coffee [49] , red meat [45] , calcium [43] and fiber [14, 19] that are correlated with dietary magnesium could not be excluded; other nutrients may have been responsible for the observed association partly or completely. Finally, publication bias may be a problem in our pooling analysis. Although we tried as much as possible to search for potential unpublished studies, no valid studies were identified from the available grey literature resources. However, the evidence (Harbord's p = 0.401) did not indicate notable publication bias in our meta-analysis.
Conclusions
In conclusion, results from this meta-analysis indicate that dietary magnesium intake is associated with a reduced risk of type 2 diabetes (T2D). The greatest magnitude in risk reduction was found in the US population. A statistically significant linear dose-response relationship was identified across all the studies, and the largest magnitude association was found in the Asian population. A 100 mg/day increment in dietary magnesium intake was associated with an 8%-13% reduction in risk of T2D. No nonlinear dose-response relationship was found between incremental dietary magnesium intake and T2D incidence. Regarding the dose-response relationship between dietary magnesium intake and T2D in populations in Africa and Europe, more evidence is needed.
